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Abstract
Background: Over 3.2 million American citizens have been infected with the Hepatitis C virus
(HCV). It is estimated three fourths of this population are from the birth cohort born between
1945 and 1965, otherwise known as Baby Boomers. Despite the Centers for Disease Control and
Prevention (CDC; 2014) recommendations to screen this population at least one-time regardless of
risk factors, screening practices in the primary care setting have been suboptimal (American
Association for the Study of Liver Diseases [AASLD], 2015).
Aim: The aim of this project was to identify barriers to HCV screening of the Baby Boomer
population in the primary care setting, improve screening rates, increase early detection, and
decrease health care expenditures, resulting in improved quality of life years.
Methods: The project was conducted as a quasi-experimental, one-group, pre-test/post-test
education measurement design. A convenience sampling of primary care providers was obtained (n
= 16). An education workshop survey was administered to participating primary care providers at
Sacramento Family Health Centers to identify barriers to HCV screening within the Baby Boomer
population.
An educational workshop was administered addressing CDC (2014) recommended guidelines for
HCV. Two months following the educational workshop, a repeat of the initial survey was
administered via a web-based survey on Google Documents and data results were analyzed using
descriptive statistics.
Results: Primary care providers (PCP; n = 16) had three main barriers associated with lack of
adherence to CDC (2014) recommended guidelines: knowledge deficit (n = 6), lack of time (n =
8), and difficulties with ordering appropriate tests (n = 7). Analysis of data following the
education workshop indicated an increase in screening rates from 18% to 26.5% for Sacramento
Family Health Centers’ Baby Boomer population.
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Conclusion: This project evaluated barriers to adhering to current guideline recommendations for
HCV screening of patients within the birth cohort born between 1945 and 1965. Guidelines, time
constraints, and inability to properly order laboratory tests were key barriers to HCV screening
within the birth cohort. Improving screening rates through educating PCPs identified more
chronically infected HCV positive individuals. Identifying HCV positive individuals reduces the
financial burden on the healthcare system by connecting HCV positive individuals with early
treatment, resulting in subsequent improved health outcomes and increased quality of life
(Southern et al., 2014).

Keywords: Hepatitis C Screening, CDC Guidelines, Baby Boomer Population, Barriers to
Hepatitis C Screening, Primary Care Providers
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Increasing Primary Care Hepatitis C Screening in the 1945-1965 Birth Cohort
Problem
Hepatitis C (HCV) infection is a growing problem in the United States with over 3.2
million U.S. citizens chronically infected. It is estimated two-thirds of this population are unaware
they are infected with the virus. The birth cohort ranging from 1945-1965 accounts for threefourths of all HCV infections and are five times more likely to be infected compared to the general
population (American Association for the Study of Liver Diseases [AASLD], 2015). Common
risk factors for contracting HCV include tattoos from non-sterile tools, organ transplant or blood
transfusions prior to 1992, dialysis or renal patients, past or current intravenous drug users,
medical professionals’ contact with infected sharps materials, sharing of paraphernalia used to
inhale illicit drugs, Vietnam veterans, and men who have sex with men (MSM). Despite this long
list, a puzzling cluster of people infected with HCV do not meet the above criteria and are born
within the Baby Boomer cohort. This generation has historically been known for behaviors that
fall within the risk factor category (AASLD, 2015). The underreporting of risk factors from this
population could account for such a low rate of HCV detection (AASLD, 2015). If left untreated,
the disease can progress into chronic Hepatitis C, resulting in end stage liver diseases (AASLD,
2015).
Problem Change
If the Baby Boomer population was appropriately screened, 68% of the people infected
with HCV would be identified (AASLD, 2015). The Centers for Disease Control and Prevention
(CDC; 2014) and U.S. Preventive Services Task Force (USPSTF; as cited in Calonge, 2004),
recommend a one-time screening for HCV for this identified birth cohort regardless of risk factors.
One-time testing of the Baby Boomer population would detect HCV positive individuals who
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under-report risk factors. Current literature stated 85% of undetected HCV individuals progress to
chronic HCV (AASLD, 2015). Identifying chronically infected individuals and receiving early
treatment would result in improved quality of life years (AASLD, 2015).
Background
Current CDC (2014) practice guidelines for all providers, especially primary care providers
(PCPs), recommend a one-time HCV screening by the HCV antibody (ab) blood test for all
individuals born within the 1945-1965 birth cohort. The review of literature indicated despite CDC
recommendations, HCV screening for the Baby Boomer generation remains low. Kallman et al.
(2009) noted approximately 41% of primary care providers (PCPs) are unaware of current
guidelines. The remaining 59% are aware of the guidelines but have low adherence rates. In
addition, current literature linked low screening rates to various beliefs, attitudes, and
misconceptions (Kallman et al., 2009; see Appendices A-D).
The Scholarly Project was conducted at a Federally Qualified Health Center (FQHC). The
participating organization’s official name will not be used and will be identified under a pseudonym
of “Sacramento Family Health Centers”. Initial data analysis in July of 2015 at Sacramento Family
Health Centers revealed 7,346 registered patients met the criteria for this birth cohort. Of the 7,346
individuals, only 18% (n = 1,322) of this group had a documented one-time HCV test, which is
significantly lower than the national average. These statistics validated the need to implement an
HCV screening quality improvement project at Sacramento Family Health Centers.
Theoretical Model and Project Framework
The theoretical model and project framework most suitable for this project was Dobbins
framework for the dissemination and utilization of research (Dobbins, Ciliska, Cockerill, Barnsley,
& Dicenso, 2002; see Appendix E). This model illustrated how evidence-based practice is
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translated into practice through “five stages of innovation: knowledge, persuasion, decision,
implementation, and confirmation” (Dobbins et al., 2002, p. 1). Dobbins et al. (2002) allowed
change to happen at the organizational level as well as the individual level. The PCPs might have
already decided within the educational session that screening this cohort is a preventive measure
worth their time. The five stages were illustrated throughout the project ending with a proposed
policy implementation. The framework directed the quality improvement project toward
determining the root cause of PCP low adherence rates to screening guidelines for the birth cohort
population as well as guided implementation and development of an associated policy. In this
scholarly project, provider use and dissemination of the HCV screening knowledge as well as
measuring the outcomes applicable to the increase in HCV screening, confirmed change was
occurring.
Implementation Process Analysis
Setting and Target Population
Sacramento Family Health Centers are comprised of three federally qualified health care
(FQHC) centers located in the greater Sacramento area of California. The clinics provide
primary care to a uniquely diverse, underserved population. The greater Sacramento area
community predominantly consists of a largely diverse population of immigrants from former
Eastern European block countries, Russia, and underserved American citizens covered with some
variation of MediCal, the state health insurance coverage comparable to Medicaid (Covered
California, n.d.). Many languages are spoken at all three clinics. In addition, immigrants from
the East Indian provinces, Southeast Asian countries, African countries, as well as Latin
American communities are represented. Lastly, the native-born community consists of newly
insured African American and Caucasian individuals, many of whom have long-term, untreated

PRIMARY CARE HCV SCREENING QUALITY IMPROVEMENT PROJECT

8

chronic conditions.
The target population for this Doctor of Nursing Practice (DNP) project varied in age from
24-70 and were identified as Sacramento Family Health Centers’ PCPs. The clinic employs
aproximately 25 PCPs in any given month. Primary care providers include physician assistants,
nurse practitioners, family practice, and internal medicine physicians. Providers’ ethnic
backgrounds include Russian, Ukranian, Turkish, East Indian, Mexican American, African
American, Pakistani, Iranian, Romanian, and Anglo American.
Economic, Social, and Political Environment
The greater Sacramento area is an urban community that has a median home value of
around $245,000 (Neighborhood Scout, 2015). Numerous apartment communities house lower
income families. Many of the inhabitants work at the nearby Port of Sacramento, various
warehouse businesses, or downtown at the state capitol in administrative positions. A great
majority of the clients from Sacramento Family Health Centers rely on public assistance and are
enrolled in California managed health insurance such as MediCal (Neighborhood Scout, 2015).
Crime rates are about 5% higher than the national average (Neighborhood Scout, 2015).
Many public schools are as equally diverse as the multi-ethnic general population. The city has a
mass transportation system with access to trains that provide routine travel to the San Francisco
Bay area. The nearby Sacramento River provides easy access for summertime leisure for family
and community gatherings (Neighborhood Scout, 2015).
As an FQHC, Sacramento Family Health Centers are federally funded, which allows the
organization to provide care to a vast and diverse population. The majority of health services as
well as behavioral health services are covered by the state Medicaid insurance plans. The
organizational leadership team, along with community board members, is extremely conservative.
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The board is comprised of diverse community leaders including a Catholic nun and a Russianspeaking Christian pastor. The belief systems of the board members heavily influence the policies
throughout the three Sacramento Family Health Center clinics. Birth control access is limited to
only oral contraception and female patients are referred out to other networks to obtain any longacting reversible contraception. This is often a lengthy process and often leads to unwanted
pregnancies. Many providers have tried to change this practice but have been unsuccessful
because of board resistance to change.
Implementation Strategies
Strategies used by the Project Manager (PM) to implement the scholarly project involved
collaboration with the Chief Operating Officer (CEO), Chief Medical Officer (CMO), and the
Information Technology (IT) department. The PM initiated the project during a monthly provider
meeting in April, 2016. Conducting the project at a mandatory monthly meeting ensured the
maximum number of PCPs participating. Surveys were manually collected at the initial meeting
and the educational workshop was administered through a lecture, PowerPoint presentation, and
interactive discussion. Having the educational session at a central location decreased travel time
for the PM to each of the Sacramento Family Health Centers’ three clinical sites. Follow up
surveys in June 2016 were administered via a web based survey on Google Forms, again making it
easier for the PM to collect follow up data.
Program Outcomes
Short- and long-term outcomes were developed to guide the primary care Hepatitis C
screening in the 1945 to 1965 birth cohort project. The primary focus of the project was to
increase awareness of the problem and to increase HCV screening rates at Sacramento Family
Health Centers. Using the Kellogg logic model (W.K. Kellogg Foundation, 2006), project
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outcomes were developed and are provided in Appendices F and G. These outcomes were related
to the theoretical model (see Appendix E). The primary care Hepatitis C screening in the 1945 to
1965 birth cohort project outcomes were as follows:
1.

In the Sacramento Family Health Center, 75% of PCPs evaluated for baseline
assessment of barriers to HCV screening with pre/post education survey (April
2016).

2.

75% of PCPs in all three clinics receive an interventional education workshop
regarding HCV screening within the birth cohorts of 1945 to 1965 (April 2016).

3.

Adequate financial support secured from stakeholders to fund project (April 2016).

4.

100% of PCPs are aware of the CDC (2014) screening guidelines through
implementation of HCV electronic health record (EHR) tickler for all persons born
between 1945 and 1965 (August 2016).

5.

In November 2016, a 10-percentage point increase in HCV birth cohort screening at
Sacramento Family Health Centers documented in EHR following the education
workshop (November 2016).

6.

A written policy for screening per HCV guidelines submitted to administration by
July of 2017 for consideration.

Planning and project development began in April 2015 (see Appendix H). Initial data
were collected by the informational technology department in July of 2015, identifying patients
within the Sacramento Family Health Centers born between 1945 and 1965. The initial report
indicated only 18% (n = 1,322) of the qualified individuals within the birth cohort had a one-time
HCV screening. By the end of 2015, a memorandum of understanding (MOU) was obtained by
the key stakeholders of Sacramento Family Health Centers (Outcome #4). In March of 2016, the
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PM secured financial support from the stakeholders to fund the primary care Hepatitis C
screening in the 1945-1965 birth cohort project (Outcome #3). The scholarly project was a
quality improvement project supported by Sacramento Family Health Centers and all funding was
in kind as part of the quality improvement (QI) process conducted by the organization. The QI
department and the analysis of data involved meeting national CDC (2014) guidelines as a
required element in the clinic. The organization was pleased the PM was conducting the project
to improve patient outcomes.
In Spring of 2016, Institutional Review Board (IRB) approval was obtained from Boise
State University for the PM to conduct the quality improvement project at Sacramento Family
Health Centers (see Appendix I). Following IRB approval, the PM obtained an informed consent
from all of the participating PCPs (see Appendix J). The PM implemented the project at the April
2016 monthly provider meeting. The providers first completed the Sacramento Family Health
Centers Barrier to HCV Screening Survey (see Appendix K) to initially assess barriers to
screening (Outcome #1). Following the survey, an educational workshop was conducted outlining
the organizational screening rates and CDC (2014) recommendations for HCV screening within
the birth cohort (see Appendix L). In June 2016, a repeat of the Sacramento Family Health
Centers Barriers to HCV Screening Survey (see Appendix K) was again administered to the PCPs
via a web based version of Google Forms, capturing any changes in perceptions to HCV screening
within the birth cohort following the educational session. The PM was unable to complete the
final data collection in the November of 2016, which would have measured Outcome #5, due to
several organizational changes. In Summer 2017, the PM plans to submit a proposed policy to
Sacramento Family Health Centers for consideration of organizational implementation (Outcome
#6). The full timeline is provided in Appendix H.
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In June of 2016, the PM met with a newly hired QI director with Sacramento Family
Health Centers to discuss project outcomes and strategies to meet the goal of increasing HCV
testing and presented initial data results regarding birth cohort screening. In June 2016, another
sampling of the birth cohort data revealed from June 2015-June 2016 there were 4322 patients who
met the birth cohort criteria. Of that 4322, 26.5% (n=1145) of the patients at Sacramento Family
Health Centers within the birth cohort had a documented screening for HCV following the
education session of April 2016. This was an increase from the original 18% of birth cohort
screening measured in May of 2015. The Plan–Do–Study–Act (PDSA) cycles of program
evaluation method was chosen to evaluate what worked and what should be changed (Gillam &
Siriwardena, 2013). The PM, along with the QI director, developed an additional plan for HCV
screening and implemented a second cycle in the PDSA. Second cycle involved medical assistants
pre-chart prepping a day before the clinical visit and flagging all patients within birth cohort
needing screening. Providers were then alerted to those needing HCV screening. Lastly,
additional plans were developed incorporating an HCV tickler into already developing workflows
of the electronic health record systems (Outcome # 4).
Quality Assurance
Bias and Threats to Quality
Many variables interfered with the project implementation. Cultural and religious beliefs of
each individual PCP as well as language barriers gave way to different ideas on how to screen
patients for HCV. Several of the PCPs spoke limited English and only treated patients in their
cultural group. Several of the PCPs of Eastern European descent had strong conservative Christian
views and did not always follow screening practices per guidelines for several health-related issues.
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To avoid bias and any threat to the project success, details were not discussed with the
participating PCPs prior to the survey completion. Data were collected at the beginning of the
project to calculate HCV screening rates within the Sacramento Family Health Centers, thereby
establishing a solid benchmark for the start of the project.
The high turnover of PCPs during project implementation posed additional threats to the
validity of the project. New staff were educated separately as they joined the clinic during the
implementation phase. A response bias was a possibility with some PCPs (Sylvia & Terhaar,
2014). In the past, the PM witnessed a few PCPs having other staff fill out surveys and
questionnaires for them just to have them completed. A few of the PCPs were reluctant to complete
the project questionnaire and the possibility of the PCPs having someone else complete the
educational questionnaires was a concern to the PM.
Institutional Review Board
An expedited IRB was obtained by Boise State University in April 2016 (see Appendix I).
Primary care providers with Sacramento Family Health Centers were identified as participants in
the project and were subject to minimal risks. All participants completed a Boise State University
pre-approved informed consent (see Appendix J).
Organizational Letter of Understanding
Sacramento Family Health Centers has a governing board with an organizational chart
including the CEO, CMO, and a COO. In February 2015, a CMO was hired as second in charge to
the CEO. He implemented many positive changes to the organization. In August 2015, a very
experienced COO was added to the organization. Within two months of working with the
organization, the COO was promoted to second in charge. It was confusing to many of the
employees why the CMO was demoted to third in charge after he had been there for seven months.
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In November 2015, the CMO submitted his resignation. It was unclear to many why he was
stepping down. He implemented many positive organizational changes, and it was unknown if any
“shadow side” activity was occurring (Eagan, 1994). Shadow side activities in organizations often
come from the top and are activities of which employees are not aware. These activities can be
misinterpreted as misuses of power. Other misuses of power can be used to promote one’s agenda
or belief system (Eagan, 1994). The organization was known for having strong conservative
views and it was unclear if this was affecting the decision-making process for organizational
policies and management of staff. As a non-profit, such activities could jeopardize the clinic’s
FQHC status and could result leaving patients without access to care. Naturally, the possibility of
this activity was disconcerting as the CMO was the initial key stakeholder in the scholarly project.
In late November 2015, the CEO stepped down for medical reasons and an experienced
individual from another local FQHC was recruited to act as interim CEO for the organization. He
was a great transformational leader who made many positive changes (Ledlow & Coppola, 2014).
This new CEO had the reputation in the community for transforming another community clinic
into a thriving clinic for the underserved. The culture and the atmosphere of Sacramento Family
Health Centers began to feel positive and encouraging. Employees felt the clinics were on the
right path to fulfilling its mission and vision. The clinics began experiencing positive changes and
the providers felt inspired by the changes. This new CEO signed a memorandum of understanding
for the Scholarly Project in December of 2015 and the PM continued with the project as scheduled
(see Appendix H).
The original CEO returned to the organization after a four-month medical leave and the
CEO authorizing the MOU was asked to leave in March 2016. The PM conducted implementation
of the project in April 2016 at the monthly provider meeting according to the timeline. During this
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time period, the PM witnessed some questionable labor practices by two practice managers and
reported the activities to the Human Resources department. A private investigation was carried
out by the CMO and COO. The CMO and COO disclosed to the PM they felt Human Resources
and the CEO were involved with the unfair labor practices (ULP) on a regular basis. They stated
they had documentation and whistle blower evidence pointing to such practices. This investigation
infuriated the returning CEO to the point she tried to interfere with the investigation. The CMO
and COO left the organization, stating the HR department and the CEO were promoting ULPs and
stated they did not want to participate in “illegal activities.” The practice managers were reinstated
and no corrective action was taken. Following reporting the ULP, the PM was advised by a person
in leadership her position was in danger and she should look for another position outside of
Sacramento Family Health Centers. The PM was informed the CEO was not happy with her
reporting the ULP and threatened to not honor the original MOU. This delayed the project’s
timeline and the PM was not able to complete all of the projected outcomes she had previously
planned. This sequence of events resulted in the PM resigning from Sacramento Family Health
Centers and finding employment elsewhere.
Results/Outcomes Analysis
Techniques for Data Collection and Analysis
Primary data collection was obtained through the pre- and post-educational workshop
survey: Sacramento Family Health Centers Barriers to HCV Screening Survey (see Appendix K).
The survey was manually handed out to 15 providers who had attended the April 2016 monthly
provider meeting. Additional surveys were distributed via a web based survey through Google
Forms to provider emails. The PM manually collected all the completed pre-educational surveys
prior to the workshop at the April provider meeting (Outcomes # 1 & 2). A convenience sample of
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the primary care providers at all three clinic sites was assessed. Following completion of the
survey, an educational workshop regarding guideline requirements and HCV historical background
was conducted (Outcome #2; see Appendix M). Two months after the educational workshop, the
same survey was administered to evaluate whether the educational component was information the
PCPs felt was helpful and beneficial for their practice. As of July 2016, the PM was able to obtain
64% (n = 16) participation, which was short of the goal of 75% (n = 25; Outcomes #1 & #2).
Sacramento Family Health Center’s data collection program Deep Domain was used for
this project. Secondary data sampling involved collection of data from the EMR system for all
individuals born between 1945 and 1965 and current patients in the Sacramento Family Health
Centers system. From this population, a report was completed to investigate the number of
individuals within the cohort who had been tested for HCV at least one time. With the help of the
information technology assistant, the PM ran the initial reports. The initial report in July of 2015
identified 7,346 within the cohort at Sacramento Family Health Centers. Of that sample, only 18%
(n = 1,322) patients had been tested for HCV of the Sacramento Family Health Centers Baby
Boomer population. Outcome #5’s goal was to increase that baseline screening number of 18% of
birth cohort patients within Sacramento Family Health Centers by November 2016 to an overall
screening number of 28% (Outcome #5). From May 2015 to June 2016, 1,145 Baby Boomers
were screened for HCV out of 4,322 within the birth cohort. An increase of 8.5 percentage points
to 26.5% (n = 1,145) of Sacramento Family Health Centers birth cohort patients had been screened
for HCV. This number fell short of the goal of improving screening numbers to an overall 28% (n
= 1,210), which was the goal projected for Outcome #5.
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Measures/Indicators for Assessing Project Outcomes
A statistical program from Google Forms was utilized to enter, store, and manage collected
data (Kim & Mallory, 2014). Descriptive statistics was used to analyze Outcomes #1, #2, #4, and
#5.
Outcome Evaluation Analysis
Outcome #1 evaluated 75% of PCPs at Sacramento Family Health Centers for barriers to
HCV screening with pre/post education surveys at the monthly provider meeting in April of
2016. Only 16 of 25 providers attended the meeting. This was calculated as 64% (n = 16) of the
employed providers at the time, 11% (n = 9) less than the projected goal. In April 2016, there
was another change in the CEO position. The previous CEO returned to manage the
organization. She was not supportive of the changes implemented during her absence. This
caused a tremendous amount of turmoil. As a result, providers began to leave the organization
and attendance at the monthly provider meetings began to decline during this period because of
the changes.
At the April 2016 provider meeting, 16 PCPs participated in the Sacramento Family
Health Centers Barriers to HCV Screening Survey (see Appendix K), a proprietary survey
adapted from the Family Physicians Knowledge and Screening of Chronic Hepatitis and Liver
Cancer survey (Ferrante, Winston, Chen, & De la Torre, 2008) and customized to the
organization. All the data from the surveys were uploaded to Google Forms’ statistical
application site. Descriptive statistics were used to analyze the data for each of the responses.
Data included demographics, gender, ethnicity, years of practice, licensure, and questions
identifying potential barriers to HCV screening (see Appendix M). Data revealed 56% (n = 9)
of the respondents were male and 43% (n = 7) were female. Thirty-one percent (n = 5) of the
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respondents were nurse practitioners, 43.8% (n = 7) were physicians, 6.3% (n = 1) were Doctors
of Osteopathy, and 18.8% (n = 3) were physician assistants.
There were varying years of experience for all the providers--from newly graduated nurse
practitioners to 35 years of healthcare experience. Sixty-two percent (n = 10) of the participants
stated they were aware of the HCV guidelines and ordered HCV testing accordingly. Six percent
(n = 1) of the participants stated the information in the survey was the first time they had heard of
the HCV guidelines. Interestingly, 12.5% (n = 2) of the providers felt uncomfortable asking
patients of risk factors or even ordering the HCV screening test for the birth cohort.
Fifty percent (n = 8) of the participants felt time was a major barrier to ordering the tests
per guidelines. Many discussed these problems at the provider meeting and stated 15 minute
appointments limited testing and screening. Forty-four percent (n = 7) of the providers agreed
the current organization’s EMR system made it difficult for providers to order the correct test
codes for HCV screening.
Two months following the educational session, a repeat of the Sacramento Family Health
Centers Barriers to HCV Screening Survey (see Appendix K) was sent to all 16 participating
PCPs. Twelve of the original 16 participants completed the survey. Of that group, 92% (n = 11)
responded they were more likely to screen for HCV for the Baby Boomer population per
guidelines as a result of the original educational workshop. Ninety-three percent (n = 11) agreed
the material in the educational session was relevant to their practice. The remaining 8% (n = 1)
felt they already knew of the guidelines and were screening accordingly.
Outcome #4 was to have 100% (n = 25) of PCPs aware of the CDC (2014) screening
guidelines by implementing the HCV in the EHR Tickler for all persons born between 1945 and
1965 (August 2016). The organization was undergoing many changes to the system including
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the EHR system. The IT department was in the process of changing EHR systems and was
unable to implement the Tickler as proposed. As a result of this change, the PM and the QI
director decided to approach this outcome differently. The PM and the QI director implemented
a medical assistant (MA) pre-chart prepping program for all quality metrics needing to be
evaluated. The plan included MAs completing daily written reviews of all their provider’s
patients and identifying patients needing updated screenings. The MAs presented these forms to
their providers during the morning huddle and assisted the providers in facilitating the
screenings. The HCV Baby Boomer screening was positioned in the center of the form in bold
coloring so it was easily identifiable. This plan was implemented at one of the Sacramento
Family Health Centers clinics as a pilot project. As of September 2016, this method made 100%
(n = 5) of the providers at the pilot clinic aware of HCV screening for the Baby Boomer
population. The QI director and the PM planned to expand the project to all three clinics once
the QI director evaluated the effectiveness of this method. As of October 2016, the QI director
left the organization and her position has not been replaced.
Outcome #5 aimed to increase HCV screening rates for the birth cohort population by 10
percentage points over the span of the project. Initial data collection in May 2015 indicated 18%
(n = 1,322) of the birth cohort population had been tested for HCV. The goal of Outcome #5 was
to increase overall screening rates to 28% of the baby boomers within Sacramento Family Health
Centers by November 2016. The education workshop was implemented in April 2016. With the
help of the IT department and the QI director, data were collected in July 2016, indicating 26.5%
(n = 1,145) of the birth cohort presently with Sacramento Family Health Centers had a
documented screening for HCV at least one time. Simple percentage calculations were used to
evaluate the data. The PM was able to successfully complete Outcomes #1, #2, and #3 but was
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unable to complete projected Outcomes #4-#6 by November 2016. Organizational changes in
leadership and changes in staff prevented the PM from collecting any additional data to measure
Outcomes #4-#6.
Gap Analysis
At the beginning of the project in May 2015, there was no quality improvement director
employed with Sacramento Family Health Centers. No protocols or best practices were outlined
for the organization. Best practice for birth cohort HCV screening was to test at least one time
regardless of risk factors. No one in the organization was measuring any such metrics. Initial
reading for birth cohort HCV screening in May 2015 indicated only 18% (n = 1,322) of the birth
cohort had the recommended one-time HCV screening. The PM developed a survey (see
Appendix L) to identify barriers and gaps in practice. Three key barriers were identified in the
survey as preventing the providers from following through with best practices and guideline
recommendations. First, knowledge deficit accounted for 37.5% (n = 6) of the providers stating
they were not aware of current guidelines. Secondly, 50% (n = 8) of the providers cited time as a
significant barrier to discussing HCV screening and ordering HCV testing. They stated 15 minute
appointments were not enough time to complete all required guidelines. Lastly, 43.7% (n = 7) of
the providers felt the EHR system was too arduous to navigate as they had difficulty ordering the
proper ICD 10 and laboratory test codes for birth cohort HCV screening. These results were
utilized in the evaluation phase of the scholarly project to develop changes to improve the success
of required best practices.
Unanticipated Consequences
Many unanticipated consequences occurred as a result of implementing the quality
improvement project. When the original CEO returned from medical leave in May of 2016, she
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asked the interim CEO to leave. She reversed all of the positive changes he had made and
business went back to the previous disorganized workflow. Providers were once again overbooked
to 30 patients a day. All patient continuity of care was lost, resulting in declining patient
satisfaction. As a result of these changes, several leaders left the organization in June of 2016. As
of September 2016, after the PM implemented the QI project, three chief medical officers, five
nurse practitioners and physicians’ assistants, two pediatricians, one gynecologist, one internal
medicine physician, and the QI director had left the organization. Two COOs and two social
workers left as well. As of November 2016, the organization does not have a chief medical
director, chief operations officer, or any directors of clinics. Two more providers have left the
organization as of November, 2016. The administration hired four new providers with one leaving
within one month of hire. Because of all the chaos, the PM left the organization as well due to the
inability to provide consistent quality of care. All of these changes negatively affected the PM in
achieving the projected outcomes of the scholarly project and ultimately have a negative effect on
HCV screening rates.
Financial Analysis
The scholarly project was part of a QI project within Sacramento Family Health Centers
and did not incur any outside expenses. An outline of the budget for the project is provided in
Appendix O for future replicability of this study. Total projected cost for the project was
estimated at $33,885.37. These expenses included advisory board costs of approximately
$8,370. Funds for initial educational training included salaries, which were estimated at
$21,323. These costs included project management costs for the PM to lead the project.
Evaluation and assessment was estimated at $195.00, which included data collection and
analysis. Management and operations salaries included benefits estimated at approximately
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$2,652. There were no projected costs for marketing or advertising. The project was a quality
improvement project for Sacramento Family Health Centers and, therefore, all expenses were
covered by in-kind donations.
Discussion and Recommendations
Maintaining and Sustaining Change
Funding was secured for the initial year of project implementation from support from
Sacramento Family Health Centers stakeholders. A three- to five-year budget was developed for
project sustainability (see Appendix N) and monitored quarterly by the Continuous Quality
Improvement Department of Sacramento Family Health Centers. The foundation of the scholarly
project was developed and implemented by the PM. In collaboration with the QI director, the PM
developed a monthly digital newsletter distributed via email to all providers. Updates on HCV
screening adherence rates and the ongoing QI project were published in the July 2016 monthly
digital newsletter. The educational workshop (see Appendix M) was archived and saved as a
PowerPoint (PPT) and placed in an educational digital folder with the QI director. The PPT was
made available for PCPs when new staff members were added. As of September 2016, the QI
director continued to promote HCV screening for the Baby Boomer birth cohort at the monthly
provider meetings. In addition, the QI director discussed progress of the project in the monthly
digital newsletter distributed via employee email. Unfortunately, the QI director was dismissed in
October 2016; no one has been replaced to conduct or monitor QI projects or collect data for the
organization. Continuation of this QI project for birth cohort HCV screenings is uncertain. No
one has been selected to replace the QI director as of December, 2016.
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Informed Decisions and Recommendations
The initial results of the scholarly project revealed an 8.5 percentage point increase in HCV
screening rates for the birth cohort at Sacramento Family Health Centers. Using evidence-based
educational materials to educate PCPs and incorporating national guidelines for birth cohort HCV
screening indicated the QI project was on target for making change and improving guideline
recommendations. The PM and the QI implemented recommendations based on the results to
continue the QI process of the scholarly project. The unfortunate instability of the organization
prevented the scholarly project from moving forward. To promote any performance improvement
project, one needs the support of the organizational leaders.
Strategic Plan Congruence
Sacramento Family Health Centers’ (n.d.) mission states, it “is committed to providing
high quality, affordable health-primary care services to families and children emphasizing
prevention, wellness, health education and disease management” by providing a caring
multicultural medical home. To provide quality care, Sacramento Family Health Centers routinely
measures quality metric performance. Sacramento Family Health Centers relies on the Health
Effectiveness Data and Information Set (HEDIS) tool to measure specific quality metrics such as
body mass index (BMI), blood pressures, cholesterol levels, and hemoglobin A1Cs to evaluate
how clinics are performing (CDC, 2016). As an FQHC, Sacramento Family Health Centers must
meet specific quality metrics to receive federal funding. The scholarly project was in alignment
with the clinic’s mission and vision and fulfilled one of the HEDIS quality measures.
Implications to Practice
This DNP project had the potential for making a tremendous impact on patient care. As
mentioned before, HCV is currently a curable disease. The clinic has an internal medicine
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physician who specializes in HCV treatment and could be well utilized if screening was consistent
among all Baby Boomers. As the result of the project, the screening rates increased 8.5 percentage
points from 18% to 26.5%, identifying more individuals with HCV. The clinic automatically
connected these patients to the internal medicine physician for treatment. Treatment has become
increasingly easier to manage when disease treatment is managed by primary care providers.
Given the current chaos and lack of vison by the organizational leaders, decreased quality
of care and access are serious concerns. Organizational leaders continue to disregard the
importance of scheduling patients with the same providers to provide continuity of care. This
practice makes it very difficult for providers to follow through with recommended guidelines
including birth cohort HCV screening. While hiring replacement organizational leaders and
providers would be a priority, there is a void of experienced notable leaders and providers
available. This will ultimately affect patient outcomes in a negative way.
Policy Implications
In 2014, Senate Bill 1303 (2014) was introduced in California by State Senator Norma
Torres; this bill sought to increase HCV screening for the birth cohort according to CDC (2014)
guidelines. California Hepatitis C advocacy groups Project Inform (2016) and California Hepatitis
Alliance (CalHEP) strongly supported the bill. This bill was very similar to the one introduced in
New York state in 2014, requiring all qualified individuals be offered a one-time HCV screening
(Chaffee, Mason, & Leavitt, 2016). The bill required a mandatory offer of HCV testing to all birth
cohort individuals at every medical visit including emergency department visits regardless of risk
factors. The California Medical Association strongly opposed the bill and the bill did not make it
through committee (Chaffee et al., 2016). The bill advocated for a regulatory policy for practice
and physicians did not support the concept of having their practices regulated in such a way
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(Chaffee et al., 2016). In 2013, other physicians had concerns about the HCV treatment at the
time. The treatment at the time came with very severe side effects and did not always cure the
patient. Current treatments have very little side effects and recent policy changes in the state of
California’s Medicaid system have made it more accessible for individuals to obtain HCV
screening and connection with treatment (Chaffee et al., 2016). Advocacy and policy makers in
the state of California are currently working on developing policies to increase overall HCV
screenings for all qualified individuals and improve access to current HCV treatment.
Initial data analysis in July of 2015 at Sacramento Family Health Centers showed only 18%
(n = 1,322) of the birth cohort born between 1945 and 1965 had a documented one-time HCV test,
which is significantly lower than the national average. The scholarly project implemented a QI
project at Sacramento Family Health Centers in Sacramento, California through assessment and
intervention that identified barriers to HCV screening of the birth cohort. Two months following
the intervention, HCV screening rates increased 8.5 percentage points from 18% to 26.5%. These
data points validated a change in screening as the result of the scholarly project and the QI
department plans to continue the QI project.
Policy implications of the scholarly project provided pertinent data supporting the
continued implementation of an organizational policy outlining HCV screening for the birth cohort
born between 1945 and 1965. The PM was able to use her spheres of influence at Sacramento
Family Health Centers to implement change to improve patient outcomes (Chaffee et al., 2016).
With increasing access to health care, more patients have the opportunity to be screened
appropriately for HCV. Patients who are HCV positive are now able to access appropriate
treatment with minimal side effects. Increasing birth cohort screening could improve patient
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quality of life years as well as reducing long-term healthcare costs from chronic liver disease,
ultimately improving patient outcomes.
Lessons Learned
The culture of Sacramento Family Health Centers had outwardly portrayed a model of
meeting community needs. Others would beg to differ. Many shadow side activities were thought
to be in effect (Egan, 1994). A value-based model for services was promoted at provider meetings
but providers were pushed to meet quotas as if the system was based on relative value units
(RVUs; Spetz, 2013). This practice left many providers overworked without time to adequately
provide quality health care.
It was not easy to persuade providers to incorporate new requirements into their already
busy practice. Developing ways to improve provider workflow in test orders for added guidelines
is often very challenging. In addition, the organizational leaders were counseled on ways to follow
best practices by providing the recommended MAs to assist providers in completing the necessary
work and providing quality care. It was disappointing to witness firsthand the shadow side of
leadership in action and how it negatively impacted the clinic. The PM and many of the
individuals involved in the DNP project became frustrated by the clinic organizational leadership’s
resistance to change. Negative shadow side activities prevented the PM from completing the
scholarly project according to the scheduled timeline. Eagan (1994) stated not all shadow side
activities are detrimental to an organizational workflow. Many can be ethical and add value to an
organization. This was not the case at the Sacramento Family Health Centers and negatively
impacted the scholarly project. How these shadow side elements were handled delayed the
completion of several outcomes of the scholarly project.
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Lastly, the PM discovered implementing the DNP project at one’s place of employment is
sometimes not an ideal setting for a doctoral project. Shadow side activities of leadership can
impede daily activities of the DNP project, making it difficult to complete the project in an
effective manner.
Dissemination to Key Stakeholders and/or Community Organization(s)
A final report will be submitted to the stakeholders and leadership team of Sacramento
Family Health Centers at completion of the project. Other local FQHCs were contacted by the PM
to whom to present formal findings of the study. Several FQHCs in the greater Sacramento area
care for many individuals within the Baby Boomer population. Many of these individuals might
not have been properly screened and increasing awareness of HCV guidelines through
dissemination of the scholarly project’s findings might improve screening rates.
The PM presented project findings to the viral hepatitis director at California Department
of Public Health (CDPH; 2017). The PM along with help from advocacy groups such as CalHEP
and Project Inform plan to meet with local clinics to discuss with organizational leaders the
importance of birth cohort HCV screening. In addition, and in collaboration with CDPH,
advocacy groups, CalHEP, and Project Inform, the PM is working with these two organizations to
develop policies to increase HCV screening and treatment on a statewide level.
Lastly, the PM presented initial project outcomes at the national Doctor of Nursing Practice
(DNP) conference in October 2016 in Baltimore, Maryland. The PM presented a poster
illustrating current project outcomes to several DNP peers at the national conference at two
separate times. The PM is also seeking peer journals and publications to publish project findings
and outcomes.
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Conclusion
This DNP project illustrated the need for increasing awareness of HCV and improving
birth cohort HCV screening rates, especially in the primary care setting. This project addressed
many factors involved with PCPs barriers with adhering to current guideline recommendations for
HCV screening of patients that meet risk factors associated with birth cohort 1945-1965. The
overarching aim of the project was to identify barriers to HCV birth cohort screening and increase
awareness of the HCV guidelines. The Sacramento Family Health Centers Barriers to HCV
Screening Survey (see Appendix L) revealed three important barriers and improved awareness to
birth cohort screening: lack of knowledge of birth cohort guidelines, time constraints, and
difficulty ordering proper laboratory tests. Addressing these barriers in a positive way could have
a direct impact on patient health outcomes and improve quality of life years.
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Appendix A
Evidence Summary Table
TITLE:
COMPLETE
CITATION
Almario, C., Vega,
M., Trooskin, S.,
& Navarro, V.
(2012). Examining
hepatitis c virus
testing practices in
primary care
clinics. Journal of
Viral Hepatitis, 19,
163-169.

Jewett, A., Garg,
A., Meyer, K.,
Wagner, L.,
Krauskopf, K.,
Brown, K., . . .
Rein, D. (2015).
Hepatitis c virus
testing
perspectives
among primary
care physicians in
four large primary
care settings.
Health Promotion
Practice, 16(2),
256-263.

RESEARCH
QUESTION:
Study findings that
help answer Pico
question
To determine the
actual HCV testing
rate among patients
with HCV risk
factors and to
identify variables
predictive of
testing.

STUDY
DESIGN

Why the 1998
recommendations
have had limited
Effectiveness in
identifying a
broader population
of those infected
with HCV and how
CDC’s 2012 birth
cohort testing
recommendations
can be effectively
implemented in the
future.

Explanatory

Prospective
cohort study

LEVEL &
QUALITY
OF
EVIDENC
E
III
High

III
High

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS

STRENGTHS &
LIMITATIONS

Patients in Urban
primary care
settings

92% of
patients with
HCV risk
factors were
not screened

92% of patients with HCV
risk factors were not
screened

Data from 4 large
PCP Facilities

None

Revealed a number of
misconceptions among
PCPs about the contents of
the 1998
recommendations.
CDC’s 1998
recommendations have not
identified a larger
percentage of persons
infected with HCV as
anticipated.
The current study also
found evidence of
physician discomfort with
eliciting risk information
from patients.
Research suggests four
main reasons
why the CDC’s 1998

Strength: Sample Size 1848
Limitation of study included
data being limited to what
was documented in the chart.
Study population only
included patients new to each
primary care clinic and that
we only looked for HCV
antibody test results within
the 2 months after their
initial visit.
Unable to determine why
PCPs did not offer test for
individuals with known risk
factors
Did not examine realistic
clinical situation.
Patients are presented with
an intake questionnaire;
however, the form does not
include drug use history, and
patients may choose not to
fill out the form in its
entirety.
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Kallman, J.,
Arsalla, A., Park,
V., Dhungel, S.,
Bhatia, P.,
Haddad, D., . . .
Younossi, Z.
(2009). Screening
for hepatitis b, c

To assess the
attitudes of primary
care physicians
(PCPs),
gastroenterologists
(GEs) and
Hepatologists
(HEPs) regarding

Descriptive
A survey
questionnaire
was sent to
communitybased PCPs
and GEs to
assess issues

III
High

214 physicians
103 were PCPs, 59
were GEs and 52
were HEPs.
Physicians were
selected from
available

No measured
outcomes
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recommendation might
not be fully implemented
(Bazian Ltd., 2005;
Burgers,
2003; Gross, 2001; Solà et
al., 2014). First, the large
number of risk factors
included in the
recommendations requires
physicians to acquire new
knowledge, and their
disinclination or lack of
time to do so would
inhibit testing. Second,
providers are reluctant to
elicit information that
would call for testing
because they are
uncomfortable discussing
socially stigmatizing
behaviors with their
patients, or lack time.
Third, providers hesitate
to test for HCV because
they fear that patients’
insurers would not
reimburse costs for testing
or clinical treatment
among newly diagnosed
patients. Finally, some
physicians believe that
implementation of the
guidelines will not benefit
patients because patients
will not access care and
treatment or treatment
might be ineffective
Within group comparison
of physicians (guideline
aware versus guideline
unaware) showed
significant differences in
accurate response between
those who were aware of
guidelines and those who

First study to screen for
guideline awareness.
All three groups consistently
responded correctly and
appropriately
Finding supports
the notion that improved
guideline awareness and
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and non-alcoholic
fatty liver disease:
a survey of
community-based
physicians.
Alimentary
Pharmacology &
Therapeutics, 29,
1019-1024.

screening for HBV,
HCV and NAFLD.

related to
HBV, HCV
and NAFLD

Southern, W.,
Drainoni, M.,
Smith, B.,
Christiansen, C.,
Mckee, D.,
Gifford, A., . .
.Litwin, A. (2011).
Hepatitis c testing
practices and

The objectives of
this analysis were
to examine the
testing practices of
physicians to
determine which
patient
characteristics are
associated with

This study
employed a
cross-sectional
design with
retrospective
electronic
medical record
(EMR) review
to examine the

professional
databases
(Washington DC
Metropolitan
Physician
Directory, American
Medical
Association) or
professional
societies’ directories
(AASLD and
American College
of
Gastroenterology)

III
High
Quality

Subjects were
patients included in
the baseline testing
phase of the
Hepatitis C
Assessment and
Testing Project
(HepCAT), a serial
cross-sectional

None
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were not aware.
Conclusions: A large
percentage of PCPs and
GEs were unaware of
official guidelines
for viral hepatitis B and
hepatitis C. Those aware
of guidelines were more
likely to screen
appropriately and avoid
unnecessary testing.
More needs to be done to
assess awareness and the
impact implementation of
guidelines in Hepatology.
Found a very high
estimated prevalence
of HCV infection in a
high-risk urban patient
population with a high
prevalence of risk factors.
We found strong evidence
that physicians are using a
risk-based screening
strategy to identify
patients with HCV
infection, using known
risk factors and other
conditions associated with
HCV to guide testing.
Found evidence that
screening
recommendations should
be expanded to include the
high
prevalence birth cohort
Data on 9579 patients
were examined.
Demographic and clinical
information for the study
population are
summarized
in Table 1. The mean age
was 48.6 years (range 18–
101).

screening practices may lead
to more patients being
accurately diagnosed and
potentially treated for HBV
and HCV.

These data suggest that
current risk-based screening
methods should be
continued, and serious
consideration should be
given to expanding screening
recommendations to include
birth in the high-risk cohort.
Birth cohort testing alone,
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prevalence in a
high-risk urban
ambulatory care
setting. Journal of
Viral Hepatitis, 18,
474-481.

testing for HCV
antibody and HCV
infection, and to
estimate the
prevalence of HCV
infection in a highrisk urban
population.

associations
between
patient
demographic
and clinical
characteristics,
testing for antiHCV, and antiHCV
positivity.

Southern, W.,
Drainoni, M.,
Smith, B.,
Koppelman, E.,
Mckee, M.,
Christiansen, C.,
Litwin, A. (2014).
Physician nonadherence with a
hepatitis c
screening
program. Quality
Management in
Health Care,
23(1), 1-9.

To examine the
associations
between patientlevel, physicianlevel, and visitlevel characteristics
and adherence to
an
HCV screening
protocol.

Prospective
cohort design
to examine the
associations
between
patient-level,
physicianlevel,
and visit-level
characteristics
and adherence
to an
HCV screening
protocol

intervention study

III
High

Study participants
included all patients
with a visit to 1 of
the 3 study clinics
and the physicians
who cared for them.
8981 patients and
154 physicians were
examined.
3 community-based
primary care (family
medicine or internal
medicine) clinics
affiliated with
Montefiore Medical
Center, a universityaffiliated teaching

In
multivariate
analysis,
patient male
sex
(odds ratio
[OR] = 1.18),
new patient
(OR = 1.23),
morning visit
(OR = 1.32),
and patients’
preferred
language
being nonEnglish (OR
= 0.87) were
significantly
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The study population was
predominantly female
(72.4%)
and predominantly Latino
(51.3%) or African
American disease (85.1%
tested, 9.5% positive). A
substantial proportion
of subjects aged 18–29
years were tested (30.3%),
but a
small proportion of those
tested positive (0.4%). Of
subjects
with any risk factor (in the
high-prevalence birth
cohort,
any high-risk comorbidity, or elevation of
ALT), 48.6%
were tested and 15.7% of
those tested positive. Of
subjects
without any risk factor
noted, 28.8% were tested,
and of
those, 3.0% were positive.
The number of tests
increased over time (2,388
to 4,149, p,.01).
Nevertheless, the
positivity rate among
those screened decreased
between 2002 and 2008
(6.3% to 2.1%, p,.01). The
population prevalence was
estimated to be 0.49%
(95%CI 0.41–0.59). Of all
HCV-positive patients,
66% were hidden to
current screening
practices. Risk factors
associated with positivity
were low socio-economic
status, male sex, and age

however, is not
recommended

Limitations: excluded people
without a valid postal code in
the analysis (except those
tested by homeless institutes,
addiction health services, or
in prison).
Second,
distinguishing between a
cleared infection and an
active infection
was not possible because
only a small number of
people were tested with PCR.
Effective screening alone is
not sufficient to diminish the
HCV disease burden because
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Vermeiren, A.,
Dukers-Muijrers,
N., Loo, I., Stals,
F., Dam, D.,
Ambergen, T., . .
.Tillmann, H.
(2012).
Identification of
hidden key
hepatitis c
populations: an
evaluation of
screening practices
using mixed
epidemiological
methods. PLoS
ONE, 7(2),
E51194 E51194.

By using mixed
epidemiological
methods including
a capture recapture
approach on
surveillance data
(2002–2008) of
three laboratories
performing all of
the HCV tests in
the southern part
of the Netherlands
(population 0.5
million), we aim to
inform
a more effective
screening.

Retrospective
cohort study
based on all of
the laboratory
tests between
January 1st,
2002, and
December 31st,
2008, provided
by the three
hospital
laboratories
that perform
the
HCV tests in
the region of
South
Limburg, the
Netherlands.

III
High

Retrospective
cohort study based
on all of the
laboratory tests
between January
1st, 2002, and
December 31st,
2008, data included
age (categories: 18–
25, 26–35, 36–
45, 46–55, 56–65,
and 65+ years old),
sex, postal code, test
date, test result, and
care provider.

associated
with
screening
adherence.
There was a
wide variation
in overall
adherence
among
physicians
(range, 0%92.4%).
Screening
adherence
continuously
declined from
59.1% in
week 1 of the
study to
13.7% in
week 15 (final
week).
Men were
more likely to
be screened
than woman
This study
shows
that
combining the
easily
identifiable
demographic
risk factors
can
be used to
identify key
populations in
which HCV
screening
would
be more
effective, i.e.
screening a
small number
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between 36–55. In future
screening 48% (95%CI
37–63) of total patients
and 47% (95%CI 32–70)
of hidden patients can be
identified by targeting 9%
(men with low socioeconomic status, between
36–55 years old) of the
total population.
From 2002 to 2008,
23,800 screening tests
were performed
among 17,137 persons, of
whom 823 (3.5%) were
HCV positive.
Over half of the screening
tests were performed
among men
(54.9%), and the median
age was 48 years
(interquartile range 35–
63 years).

only
42.8% of the screened HCVpositive individuals
consulted
a specialist.

The number of tests
increased over time (2,388
to 4,149, p,.01).
Nevertheless, the
positivity rate among
those screened decreased
between 2002 and 2008
(6.3% to 2.1%, p,.01). The
population prevalence was
estimated to be 0.49%
(95%CI 0.41–0.59). Of all
HCV-positive patients,
66% were hidden to
current screening
practices. Risk factors
associated with positivity
were low socio-economic
status, male sex, and age
between 36–55. In future

Limitations:
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would
yield a high
detection rate.

Zuure, F.,
Urbanus, A.,
Langendam, M.,
Helsper, C., Berg,
C., Davidovich,
U., &
Prins, M. (2014).
Outcomes of
hepatitis c
screening
programs targeted
at risk Groups
hidden in the
general population:
a systematic
review. BMC
Public Health,
14(66), 1471-2458.

To find an effective
strategy to identify
the hidden
population of
undiagnosed HCVinfected individuals

Systematic
Review
Searched in the
MEDLINE
(PubMed) and
EMBASE
databases for
articles
published in
any language
before
July 27, 2010.
A
comprehensive
strategy was
used to include
all possible
studies in
which
individuals
were
screened for

III
Good

Screening of
individuals
in the general
population,
including screening
in primary
care facilities that
are not related to
specific HCV
risk groups.

None
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screening 48% (95%CI
37–63) of total patients
and 47% (95%CI 32–70)
of hidden patients can be
identified by targeting 9%
(men with low socioeconomic status, between
36–55 years old) of the
total population.
From 2002 to 2008,
23,800 screening tests
were performed
among 17,137 persons, of
whom 823 (3.5%) were
HCV positive.
Over half of the screening
tests were performed
among men
(54.9%), and the median
age was 48 years
(interquartile range 35–
63 years).
After reviewing 7052
studies, we identified 67
screening programs: 24
nonintegrated; 41
programs integrated in a
variety of health care
facilities (e.g., general
practitioner); and 2
programs with both
integrated and
Nonintegrated strategies.
Together, these programs
identified approximately
25,700 HCV-infected
individuals. In general,
higher HCV prevalence
was found in programs in
countries with
intermediate to high HCV
prevalence, in
psychiatric clinics, and in
programs that used a
prescreening selection

Cannot draw firm
conclusions as to which
screening
program strategy, or which
program characteristic (e.g.,
free-of-cost vs. low-cost
screening, anonymous vs.,
use of particular media to
promote screening) is more
effective than another in
attracting or motivating
individuals for screening or
in attracting those
at higher risk for HCV.
Screening programs that
compare different
recruitment and screening
strategies are needed
to gain insight into
effectiveness of strategies
and program characteristics.
Many studies did not report
program
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based on HCV risk
factors. Only 6 programs
used a comparison group
for evaluation purposes,
and 1 program used theory
about effective promotion
for
screening. Comparison of
the programs and their
effectiveness was
hampered by lack of
reported data on program
characteristics, clinical
follow-up, and type of
diagnostic test

characteristics (e.g., the
laboratory tests that were
used).
The same was true for
screening uptake and followup data regarding HCVrelated care, and even if
reported, there was not much
consistency (e.g., some
reported the SVR rate among
those who completed
treatment, whereas others
reported that treatment was
‘rather successful’)
The underreporting and the
lack of uniformity of data
reporting greatly hinder the
comparison of screening
programs.
The majority of the screening
programs that were evaluated
in this review occurred in
just a few countries (USA,
UK, and France), most likely
since this review was limited
to studies published in
English, French, German,
Spanish, and Dutch.
Therefore, the results may
not be generalizable to other
(non-Western) countries or
countries with a higher HCV
prevalence.

PRIMARY CARE HCV SCREENING QUALITY IMPROVEMENT PROJECT
Appendix B
Question Development Tool
•

(P) Primary care providers in a California based primary care clinic

•

(I) HCV screening educational workshop based on CDC recommendations

•

(O) Reduce barriers and increase HCV screening of patients born between 1945-1965
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Appendix C
Synthesis of Evidence Table
Hepatitis Screening in the Primary Care Setting
Adherence

Awareness

Beliefs

Hepatologists
more than PCP
more likely to
screen for HCV

Many PCPs
unaware of
guidelines

Screening will endanger Too busy to complete
patient from future
screening
insurance coverage
No need if there are no
overt risk factors

PCPs aware, but
still don’t follow
guidelines

Patient will not qualify Screening is a waste of
for treatment if positive. healthcare dollars

Approximately
36% of PCP
adhere to the
guidelines
recommended
More studies to
evaluate barriers
to screening
needed

Educational
intervention did not
improve screening
rates

Patient will not be
compliant with
treatment.

Attitudes

Fear of stigmatizing
patient
Uncomfortable asking
pertinent questions re:
risk factors
Treatment too costly
Even with policies,
feel patient load is too
busy to follow through
with guidelines
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Appendix D
Literature Search Diagram
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Appendix E
Theoretical Model & Project Framework Diagram (Dobbins et al., 2002)
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Appendix F
Logic Model Step II

Strategies

5

Ø Ask PCP’s to par cipate in comple ng ques onnaire
assessing knowledge to CDC guidelines for HCV
Ø Create educa onal module on HCV for clinic PCP’s
Ø Implement a clinic wide policy manda ng a one me HCV
screening for the specified birth cohort
Ø Follow up data analysis to assess increase in HCV
screening

Problem or Issue
Influen al Factors 4

Ø Federally Qualified
Health Care Center
Ø Suppor ve PCP’s &
Collabora ve team
Ø Access to Informa on
Technology
Ø CEO stakeholder
support
Ø Grant money available

Assump ons

6

Ø Staff Par cipa on: PCP’s will gladly follow through
with recommenda ons
Ø Stakeholders to assist with the program and help
with financial support
Ø Pa ents will fill out ques onnaires completely and
honestly

1

Ø CDC guidelines for all individuals born between
1945-1965 recommends a one me screening for birth
cohort born between 1945-1965 regardless of risk factors
Ø Adherence rates as low as 36% for screening in the
primary care se ng
Ø Low adherence rates related to assump ons, beliefs,
a tudes, & knowledge deficit to current guidelines

Community Needs/Assets 2
Ø 75% of all HCV posi ve individuals were born between
1945-1965
Ø Es mated nearly ¾ of this popula on are unaware they
are posi ve
Ø Need for increased community awareness to be tested for
HCV
Ø Increased iden fica on of HCV posi ve individuals will
save millions of health care dollars

Desired Results 3
Ø Improve PCP’s awareness of
CDC guidelines
Ø Clinic policy sta ng all
persons born between
1945-1965 will be screened
at least one me for HCV
regardless of risk factors
Ø Increase HCV screening
rates to 75% per guidelines
Ø Early Detec on & Treatment
of HCV
Ø Savings of overall health
care expenditures
Ø Improved quality of life
years for HCV posi ve
individuals as a result of
early detec on and
treatment
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Appendix G
Objective/Outcomes Logic Model III
Resources/
Inputs

Activities

Outputs

Objectives

Outcomes:
Short term

Outcomes:
Long term

Impact

Includes the
human,
financial,
organizational
, and
community
resources a
program has
available to
direct toward
the work.

Includes the
processes,
tools, events,
technology,
and actions that
are intended to
bring changes
or results.

Efforts or
actions that
are intended
to attain or
accomplish.
These begin
with an action
verb.

Specific changes
in program.
SMART.
Attainable in 1-3
years.

Specific changes
in program.
SMART.
Attainable in 4-6
years.

Fundamental
intended or
unintended
change
occurring as a
result of
program
activities in 710 years.

Coinvestigator
(CI)
Primary Care
providers
Medical
director
CEO

Develop an
educational
workshop for
the PCPs on
HCV
guidelines

Direct
products of
program
activities
and may
include
types, levels
and targets
of services
to be
delivered by
the program.
CI and
collaborative
team to meet
monthly to
discuss
progress of
project

Educate 75%
of the PCPs in
the clinic
(04/2016)

In the
Sacramento
Family Health
Center 75 %
PCPs in the
clinic received
evidence-based
education of
HCV screening
within the birth
cohorts of 19451965.

Increase to
85% of PCPs
educated by
2018

Increase
overall
awareness of
HCV
guidelines
within the
Birth Cohort
throughout the
clinic

Project leader
Primary Care
providers

Application
and submit for
IRB

Develop preand posteducational
workshop
survey

The CI will
present
educational
session
instructing
staff/PCPs
on
importance
of a onetime HCV
screening for
all
individuals
born
between
1945-1965.
To be
conducted at
a monthly
provider
meeting
Conduct a
pre-and
posteducational
assessment

In the
Sacramento
Family Health
Centers 75 %
PCPs in the
clinic take the
Sacramento
Family Health
Centers Barriers
to HCV
Screening
Survey
(04/2016)

Early detection
and early
treatment for
chronic HCV
individuals
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Project leader
Primary Care
providers
Medical
director

IT to
extrapolate
data from Deep
Domain
program to
evaluate
screening rates
for HCV

CEO
Project
manager

Develop
assessment tool
to evaluate
screening
practices and
barriers to
HCV screening
for the birth
cohort

Distributions
of
assessment
tool to 100
% of the
PCPs within
Sacramento
Family
Health
Centers
clinics

Distribute,
collect, and
analyze the
screening tool

Financial
Resources:

Applications
for specific
Grant Monies

Complete
project within
allotted
budget

Collaborative
team of
volunteers

Meet with
collaborative
team to discuss
team roles and
project
direction

Team leader
and Team to
develop a
project
budget

Administrative
assistant

Technology
Resources:
Electronic
Medical
Records via
EMR system
NextGen
IT
Department
Medical
Records
Department
Data
Consultant

Meet with IT
department to
discuss project
with IT staff
and records
department.
Access to eHR
and computer
network
specialist.
Team leader
and IT
Specialist to
access “Deep
Domain” Data
collection
program to run
report all
number of
patients that
fall within the

In 11/2016 HCV
screening per
CDC guidelines
increased by10
percentage
points within the
Baby Boomer
population over
bench mark set
in 05/2015
PCPs in
Sacramento
Family Health
Centers
demonstrate a
10 percentage
points change
post education
in attitude
regarding risk
behaviors and
increased HCV
risk within the
birth cohort
compared to
pre-education by
12/2016
Secure adequate
financial support
from
stakeholders for
the project by
12/2015

In 11/2017 HCV
screening per
CDC guidelines
will increase by
10 percentage
points within the
Baby Boomer
population over
bench mark set
in 05/2015.
PCPs in
Sacramento
Family Health
Centers
demonstrate a
10 percentage
points change
post education
in attitude
regarding risk
behaviors and
increased HCV
risk within the
birth cohort
compared to
pre-education by
2018
Complete
project within
100% of budget

A pop up for
screening of
HCV eHR alert
via NextGen
“Tickler” will be
made available
(08/2016)

Obtain 10
percentage point
increase in HCV
Birth Cohort
screening by
analyzing eHR
data from
calculating post
education rates
by (2020)

Team leader
and team to
meet once a
month to
analyze
budget
Team leader
and IT
specialist to
analyze data
from initial
questionnair
e and
document
PCPs
percent of
HCV
awareness

Implement
eHR
tickler/pop up
notifying all
PCPs to
screen for
HCV within
the Baby
Boomer
population
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Birth Cohort.
Project leader
and IT
specialist to
extrapolate
data from EMR
to determine
baseline Birth
Cohort HCV
Screening
rates.

Stakeholders
CEO
Medical
Director

Project
Manager
Medical
Director

Develop eHR
tickler/pop up
notifying all
PCPs to screen
for HCV
within the
Baby Boomer
population
Monthly
meetings with
Stakeholders
and Medical
director

Develop a
policy in
Spring of 2017

Monthly
corresponde
nce with
CEO and
medical
director

Complete a
successful
project

Project
manager and
clinic
Medical
director
collaboration
on policy
development

Provide
administration
a proposed
HCV
screening
policy for the
clinic for the
Baby Boomer
population
within 6
months of
finishing
assessment

A memorandum
of understanding
accepted and
signed by the
administration
of Sacramento
Family Health
Centers
(12/2015).
Proposed
written policy
for screening per
HCV guidelines
will be
submitted for
consideration by
07/2017

Continued
support of
subsequent
Medical
directors

Implement
system wide
policy for at
Sacramento
Family Health
Centers of
Sacramento for
a one-time
screening for
HCV in the
Birth Cohort
born between
1945-1965 by
05/2018

Scholarly Project Title: Increasing Primary Care Hepatitis C Screening in the 1945-1965 Birth Cohort

Improved
Quality of Life
years for HCV
positive
individuals and
cure
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Appendix H
Timeline
Activity

Fall 14

Spring 15

Summer 15

Fall 15

Spring 16

Summer 16

Fall 16

Spring 17

07/2016

11/2016

03/2016

Literature
review, mission,
vision, problem
statement
Timeline
Project goals and
objectives
Literature
review
Literature
synthesis
Needs
assessment
Logic model

07/2015

Develop project
proposal
Develop preassessment
questionnaire
and post test
Evaluation plan
developed and
conducted
throughout
project
Budget
development
Communication
plan
Stakeholders
meetings

11/2015

12/2015

08/2015

11/2015

02/2016

Planning
Form advisory
committee and
meeting plan

09/2015

Apply for a
grant

09/2015

Develop a
marketing plan

01/2016

IRB application
process

08/2015
CITI
Training

IRB approval

06/2016
04/2016

Project proposal
Phase I:
Initial Data
Collection
Phase II:
Development of
Questionnaire
for PCPs

06/2016

08/2015
10/2015

PRIMARY CARE HCV SCREENING QUALITY IMPROVEMENT PROJECT
assessing
barriers &
knowledge of
HCV guidelines
Phase III
Development of
educational
module
Implementation
Phase IV
Implementation
of educational
module to PCPs
at Lunch/Dinner
Develop Policy
Develop EMR
pop ups/smart
set for clinic
wide distribution
of education
Evaluation
Evaluate data
post education
sessions to
determine
further need for
clinic education
Dissemination
Final Report
Graduation
Implement
policy
Present project
at National DNP
conference
Publish project
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11/2015

03/2016

07/2016
06/2016

07/2016

3/2017
06/2017
08/2017
09/2017
11/2017
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Appendix I
Institutional Review Board Approval
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Appendix J
Informed Consent

INFORMED CONSENT
Study Title: Improving HCV screening in the birth cohort born between 1945-1965 in the
Primary Care Setting Per CDC Guidelines.
Principal Investigator: Maria Shimizu
Co-Investigator:
Sponsor:
This consent form will give you the information you will need to understand why this
research study is being done and why you are being invited to participate. It will also
describe what you will need to do to participate as well as any known risks,
inconveniences or discomforts that you may have while participating. We encourage you
to ask questions at any time. If you decide to participate, you will be asked to sign this
form and it will be a record of your agreement to participate. You will be given a copy of
this form to keep.
➢ PURPOSE AND BACKGROUND
The purpose of this research is to examine barriers to Hepatitis C screening for the
birth cohort born between 1945-1965 per CDC guidelines in the primary care setting
and with this information, improve screening rates within Sacramento Family Health
Centers. You are being asked to participate because you are a primary care provider
over the age of 18.
➢ PROCEDURES
If you agree to be in this study, you will participate in the following:
• One 15-minute survey about Hepatitis C screening practices for the birth
cohort born between 1945-1965.
• Attend a 20-minute educational session regarding HCV screening practices
regarding the birth cohort.
• One 15-minute survey post educational session on HCV screening practices
for the birth cohort.
We will set up a time for you to meet one of the investigators in the break room of
one of the three Sacramento Family Health Centers participating in the study. You will
first complete the survey, and then attend one of the monthly provider meetings for a
20-minute educational session regarding HCV screening for the birth cohort, and then
again asked to complete a post-educational survey.
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➢ RISKS
The survey will include a section requesting demographic information. Due to the
make-up of Sacramento Family Health Center’s population, the combined answers to
these questions may make an individual person identifiable. We will make every
effort to protect participants’ confidentiality. However, if you are uncomfortable
answering any of these questions, you may leave them blank.
In the unlikely event that some of the survey or interview questions make you
uncomfortable or upset, you are always free to decline to answer or to stop your
participation at any time.
➢ BENEFITS
There may be no direct benefit to you in participating in this study. However, the
information that you provide may help increase HCV screening in the birth cohort
and possibly identify individuals with chronic Hepatitis C, in turn connecting these
individuals with early treatment.
➢ EXTENT OF CONFIDENTIALITY
Reasonable efforts will be made to keep personal information private and
confidential. Any identifiable information obtained in connection with this study will
remain confidential and will be disclosed only with your permission or as required by
law. The members of the research team and Boise State University Office of Research
Compliance (ORC) may access the data. The ORC monitors research studies to protect
the rights and welfare of research participants.
Your name will not be used in any written reports or publications, which result from
this research, unless you have given explicit permission for us to do this. Data will be
kept for three years (per federal regulations) after the study is complete and then
destroyed.
➢ PAYMENT
You will not be paid for your participation in this study.
➢ PARTICIPATION IS VOLUNTARY
You do not have to be in this study if you do not want to. You may also refuse to
answer any questions you do not want to answer. If you volunteer to be in this study,
you may withdraw from it at any time without consequences of any kind or loss of
benefits to which you are otherwise entitled.
➢ QUESTIONS
If you have any questions or concerns about your participation in this study, you may
contact the Principal Investigator, Maria Shimizu @ 916-837-4498 or
mariashimizu@u.boisestate.edu
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If you have questions about your rights as a research participant, you may contact the
Boise State University Institutional Review Board (IRB), which is concerned with the
protection of volunteers in research projects. You may reach the board office
between 8:00 AM and 5:00 PM, Monday through Friday, by calling (208) 426-5401 or
by writing: Institutional Review Board, Office of Research Compliance, Boise State
University, 1910 University Dr., Boise, ID 83725-1138.
DOCUMENTATION OF CONSENT
I have read this form and decided that I will participate in the project described above. Its
general purposes, the particulars of involvement and possible risks have been explained
to my satisfaction. I understand I can withdraw at any time.

Printed Name of Study Participant

Signature of Person Obtaining Consent

Signature of Study Participant

Date

Date
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Appendix K
Sacramento Family Health Centers Barriers to HCV Screening Survey
As part of a Nursing Doctoral project and Boise State University we are requesting you complete this survey to
ascertain barriers to screen for Hepatitis C and areas of education needed to increase screening for Hepatitis C in the
primary care setting. We intend to implement an educational component as part of the project and administer a post
educational survey. Please answer each question independently. Your identity will be kept confidential. If any question
makes you feel uncomfortable, feel free to leave blank. The Boise State University Institutional Review Board has
approved this survey. Thank you for participating.
1) Circle what applies to you:
a. Male
b. Female
c. Choose not to answer
2) What is your Race/Ethnicity?
a. Hispanic
b. Non-Hispanic Caucasian
c. African American
d. Asian
e. Central Asian
f. South Asian (India)
g. Pacific Islander
h. Eastern European
3) How many years of experience as a provider?
a. 0-5 years
b. 6-15 years
c. 16-25 years
d. 26-35 years
e. Over 36 years
4) Practice Type, circle what applies to you:
a. MD
b. NP
c. PA
5) Which best describes your current knowledge of HCV screening per CDC guidelines?
a) Until now, I was unaware of the CDC screening guidelines for HCV
b) I am aware of the CDC guidelines, but I choose not to follow guidelines
c) I am aware of the CDC guidelines, and I screen my patients according
6) In your practice, the number of patients
per week you see is:
0-30
31-50
51-75

Never

Rarely

Sometimes

Often

Always

a)

b)

c)

d)

e)
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76-100
101-125
>125
7) When screening patients according to the
CDC’s HCV screening guidelines, I feel:

Never

Rarely

Sometimes

Often

Always

a)

b)

c)

d)

e)

Never

Rarely

Sometimes

Often

Always

a)

b)

c)

d)

e)

Never

Rarely

Sometimes

Often

Always

a)

b)

c)

d)

e)

Never

Rarely

Sometimes

Often

Always

a)

b)

c)

d)

e)

Screening will endanger patient from future
insurance coverage
Patient will not qualify for treatment if positive
Patient will not be compliant with treatment
Patients may not answer my direct questions
honestly
I am uncomfortable asking pertinent questions
about risk factors in the Baby Boomer population
8) In my current practice:

I feel there is no need to screen for HCV if there
are no overt risk factors
HCV screening is a waste of healthcare dollars
I don’t want to stigmatize the patient
I feel the treatment for HCV is too costly
9) In my practice, I feel:

My patient load is too busy to follow through with
HCV screening per CDC guidelines in a consistent
manner
Current EMR system makes it difficult to order
proper test codes for laboratory testing to be able
to order billable screening for HCV
10) I am more likely to screen for HCV
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Based on CDC recommendations to test all baby
boomers at least one time
Based on documented risk factors that are
associated with HCV

11) The information in this educational session was relevant to my practice?
a) Strongly agree
b) Disagree
c) Neither
d) Agree
e) Strongly agree
12) After viewing this educational session on HCV screening, I feel more inclined to incorporate these guidelines in
to my practice
a) Strongly agree
b) Disagree
c) Neither
d) Agree
e) Strongly agree
13) After learning the CDC recommendations for HCV screenings, has your opinion regarding HCV screenings
changed? If so, how? If not, why not?

Ferrante, J. M., Winston, D. G., Chen, P., & De la Torre, A. N. (2008). Family Physicians Knowledge and Screening
of Chronic Hepatitis and Liver Cancer. Family Medicine, 40(5), 345-351.
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Appendix L
Provider Educational Presentation

Improving Hepatitis C Screening in the Baby Boomer
Population at Sacramento Family Health Centers
By:
Maria Shimizu MSN/FNP-BC
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Appendix M
Sacramento Family Health Centers Barriers to HCV Screening Survey Results
Demographic Sample Characteristics
Variable

n

%

Male

9

56.3%

Female

7

43.8%

Hispanic

3

18.8%

Non-Hispanic Caucasian

6

37.5%

African American

0

0

Asian

4

25%

South Asian (India)

1

6.3%

Eastern European

2

12.5%

Medical Physician

7

43.8%

Doctor of Osteopathy

1

6.3%

Nurse Practitioner

5

31.3%

Physician’s Assistant

3

18.8%

<5

4

25%

6-10

4

25%

16-25

4

25%

26-35

2

12.5%

>36

2

12.5%

Gender

Race/Ethnicity

Practice Type

Providers Years of
Experience
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Knowledge of Birth Cohort HCV Screening
Question

% Agreement

Aware of current CDC guidelines

62.5% (n=10)

Attitudes & Beliefs Toward Birth Cohort HCV Screening
Question

% Agreement

Screening will affect patient’s insurance
coverage

25% (n=4)

Patients will not be able to obtain treatment if
positive

31.2% (n=5)

Patients will not be compliant if needing
treatment

56.2% (n=9)

Patients may not answer screening questions
honestly

62.5% (n=10)

I am uncomfortable about asking risk factor
questions

12.5%(n=2)

Feel there is no need to screen birth cohort per 6.3% (n=1)
CDC guidelines
Feels screening is a waste of health care
dollars

12.5% (n=2)

Afraid of stigmatizing patient

18.8%(n=3)

Treatment is too costly so why screen

37.5% (n=6)

I am likely to screen based on CDC
guidelines

50% (n=8)

I am likely to screen based on risk factors

87.5% (n=14)

Barriers to Screening
Question

% Agreement

My patient load is too heavy to complete birth
cohort screening

50% (n=8)

EMR system too laborious and difficult to
order proper test codes

43.7% (n=7)
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Post Educational Intervention
Question

% Agreement

The information presented in the educational
workshop was relevant to my practice

93.8% (n=15)

I feel more inclined to incorporate these
guidelines in to my practice

93.8% (n=15)

After workshop, my opinion has changed
regarding birth cohort testing

68.8% (n=11)
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Appendix N
Financial Budget Scholarly Project 5 Year Plan
Revenues

Total

Budget
Year 1

$34,000

Budget
Year 2

Budget
Year 3

Budget
Year 4

Budget
Year 5

0

0

0

0

Grant Cycle Year 1 &2

0

0

0

0

Grant Cycle Year 3 &4

0

0

0

0

Grant Cycle Year 5

$1,500

$1,500

$1,500

$1,500

Rationale

Expenses

Advisory
Board (every
year)

8370.00

1400.00

1400.00

1400.00

1400.00

Educational
Initial Training
(1st year)

4088.37

150.00

150.00

150.00

150.00

To be included as part of the new employee
orientation.

Train the
Trainer
Program (2nd
Year)
Evaluation
Assessment
Salaries (1st &
2nd year)

1495.00

Management &
Operations
Salary (1st &
2nd year)
Other
Personnel (1st
year)

18,000.00

Marketing &
Advertising
(1st & 2nd
year)

0.00

Total

$33,885.37

Operating
Income

No need to pay evaluation & Management operations
salary after one year. Project should be following
CDC guidelines at this time and a policy should be in
place. Quality improvement team will continue
monitoring the project as ongoing QI of
recommended guidelines

1932.00

$1550.00

$1550.00

$1550.00

$1550.00

38,535.37
38,535.37
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Scholarly Project Expense Report
Source of Expense

Expense
Description

Advisory Board
Administrative
Supplies & Support

Rental of Meeting
Room $100.00 per
meeting, 6 meetings

Educational Initial
Training
Salaries

Dollar
Value

Estimated
Volume

Expense Per
Unit

$1200.00
$100.00

Lap top

$4,800

Fixed

Supplies

4 Laptops

Microsoft
Office

$100.00

Fixed

Supplies

1 Program
to share
with 4
laptops

Color Printer
Audio/Visual
Projector
Projector
Screen

$350.00
$350.00
$370.00

Fixed
Fixed
Fixed

Supplies
Supplies
Supplies

1 Color
Printer
1 Projector
1 Projector
Screen

$350.00
$350.00
$370.00

Deep Domain
Software

$1,000.00

Fixed

Supplies

$1,000.00

Meeting Room

$1,000.00

Fixed

Janitorial
Services

$400.00

Fixed

Rental
Room
Cleaning
Services

1 system
wide
program
10 hrs x
$100.00
20 hrs x
$20.00/hr
40
hrs./month
x 6 months

240 hrs. x
$65.00=$15,600

$100.00
$$20.00/hr

Cost ($)
Project
Manager

$65.00/hr
for all
clinics x 6
months

Fixed

Internal
Medicine
Physician

$100.00/hr.
for all
clinics x 6
months
$20.00/hr.
for both
clinics x 6
months

Fixed

1hr/ month
x 6 months

6hrs x $100.00=
$ 600.00

Fixed

4hrs/
month x 6
months

24hrs x
$20.00=$480.00

Fixed

10hrs/mont
hx6
months
1680 Miles

60hr x $10.00=
$600.00

16
meals/mon
th x 6
months
3 classes

96 meals X
$15.00=$1440.0
0

Administrative
Assistant

Materials/Supplies

Description
of Cost

Cost ($)

IT personnel

Travel Expenses

Type of
Cost
(Fixed or
Variable)

Mileage

$0.75/mile

Meals

$15.00/meal

Printer Paper

$12.99/Rea
m

Variable

Variable

Cost to hire
personnel to
consult and
to train &
assist with
data
collection

Cost to
travel to
meetings
and between
the 3 clinics

Cost to print
surveys

~1680 miles in
6 months’ x
$0.75/mile=
$1260.00

1 ream X 12.99
X 3=$38.97
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Color Ink
Cartridges

$47.80/
Cartridge

Pens

Evaluation/Assessm
ent
Evaluation &
Assessment Salary @
$ 65/ hr.

Variable
Variable

Lunches for
staff education

$3.00/box
$300.00/
meeting
Cost ($)

Variable

Administration
of Education
Program
Survey, trainer
evaluations,
personnel time
for preparation,
follow-up and
survey data
entry/analysis

~20 hrs. of
Statistical
Analysis

Variable

Benefits,
Vacation &
Sick Days
Cost

3
Cartridges
@ $47.80
2boxesx$3.
00
4 meetings
x $300.00

$143.40

20hrs x
$65=
$1,300

$1300

Fringe @ 15%
Management &
Operations Salary
Project Manager
Fringe @ 15%
Personnel Total
Wage @ $1680.00
Fringe @ 15%
Marketing &
Advertising
Marketing &
Advertising
Grand Total

$6.00
$1200.00

15%
Fringe=$195.00
$15,600 X
15%= $2,400

$2,400

Fixed

Benefits,
Vacation &
Sick Days
Costs

$15,600 X
15%= $2,400

$1680.00x15%
=

Marketing
Costs

Variable

Marketing

$0.00
$33,885.37
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Scholarly Project State of Operations
Statement of Operations
Improving Hepatitis C Screening for the Birth Cohort Born Between 1945-1965 Per CDC
Guidelines
Revenues
Funding IN KIND support from Sacramento Family Health Centers

Total: $33,885.37

Expenses
Advisory Board every year (1st Year)
Educational Initial Training (1st Year)
Evaluation Assessment Salaries (1st & 2nd Year)
Management & Operations Salaries (1st & 2nd Year)
Total: $33,885.37

